[image: ]						Behavioral Health Services 
  Chemical Dependency Reauthorization Request
>> Incomplete forms may delay reauthorization <<

	Please fax completed form to the Behavioral Health Access (BHA) fax number listed below. Providers may request an urgent reauthorization by calling first, then faxing the form.
BHA Fax: 206-630-1683 / Phone: 206-630-1680 or toll-free 1-888-287-2680
Mailed forms are accepted as well: Kaiser Permanente, BHA, P.O. Box 34799, Seattle WA 98124-1799


	Provider Name:  	
	Consumer Name:  	

	Agency:  	
	Consumer Number:  	

	Provider Signature:  	
	Date of Birth:  	

	Phone Number:  	
	Authorization Number:  	

	Today’s Date:  	

	Axis I	DSM IV code and description for primary disorder being treated:


DSM IV code(s) and description for secondary disorder(s) being treated:

  Axis II   Personality Disorder:	Absent	Present – Code:  	   
  Axis III  General Medical Condition:	Absent	Present
Axis IV  Significant Psychosocial Stressor:	Absent	Present – Type:  	


Axis V   GAF at start of treatment:	Current GAF:	Highest GAF in past year:  	

	Duration of Target Symptoms:	<30 days	1-6 months	7-12 months	>1 year
List current symptoms:  	

1. Has patient had previous treatment?	No	Yes – when/where?  	
2. Is the treatment court ordered?	Yes	No
3. Is the patient taking psychotropic medication(s)?	Yes	No
4. Is there any relevant medical condition requiring coordination of care?	Yes	No If yes, have you consulted with the treating provider for this condition?		Yes		No
5. Collateral services being used now or to be used in the future (Check all that apply):		Now	Future Addiction self-help (AA, Al-Anon, etc.)  If now, how many per week?  	
Other self-help (Parent United, ACOA, Abuse Survivors, AMI, etc.)
Community Agency (Mental Health, Vocational Rehab, SSA)
Other:  	



7. Present level of treatment (check all that apply)
Level 0.5: Early intervention. Frequency of Tx/Duration of Tx:  	 Level I: Outpatient services
Level II: Intensive OP Tx/Partial Hospitalization:  	 Please specify level of intensity  	
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Level III: Residential/Inpatient services: (comments)  		 Please specify level of intensity  	 Level IV: Medically managed intensive IP:  		
8. Current assessment of patient as per ASAM Dimensions 1-6:
Please indicate if the patient has any problems in the six dimensions below. If so, please explain fully.
1. Acute intoxication and/or withdrawal potential:  	

Resolved	Significant progress	Moderate progress	Little progress	No progress
2. Biomedical conditions and complications:  	

Resolved	Significant progress	Moderate progress	Little progress	No progress
3. Emotional, behavioral or cognitive conditions:  	

Resolved	Significant progress	Moderate progress	Little progress	No progress
4. Readiness for change:  	

Resolved	Significant progress	Moderate progress	Little progress	No progress
5. Relapse/continued use potential:  	

Resolved	Significant progress	Moderate progress	Little progress	No progress
6. Recovery environment:  	

Resolved	Significant progress	Moderate progress	Little progress	No progress

Treatment Plan
	Problem Statement:
	

	
	

	Goal:
	

	
	

	Interventions:
	




	
	

	  
Resolved	Significant progress	Moderate progress	Little progress	No progress


	Problem Statement:
	

	
	

	Goal:
	

	
	

	Interventions:
	

	
	

	Resolved	Significant progress	Moderate progress	Little progress	No progress



	9. Patient’s understanding and compliance with treatment plan:	significant	moderate	little	none
comments:  	
10. Number of sessions used this episode of care:  	
11. Estimated date of treatment completion:  	
12. Estimated number and type of additional sessions needed: 	
13. ASAM treatment level requested:  	

	Person Completing Form:  	   	
Name, Title (print)	Signature
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